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Ameloblastomas are the most common benign neoplasm of odontogenic nature. Desmoplastic ameloblastoma 
(DA) was included in the World Health Organization Classification of Head and Neck Tumors (WHO-2005) as a 
variant of ameloblastoma with specific clinical, image, and histological features. This case report focuses on a DA 
which occurred in the mandible of a 25 year-old man. The main signals and symptoms included painless swelling 
with buccal expansion and tooth displacement. Panoramic and periapical radiographs and cone-bean computed to-
mography demonstrated an image mimicking a benign fibro-osseous lesion. The lower border of the mandible was 
not involved, but tooth displacement could be observed. An incisional biopsy was performed, and the DA was diag-
nosed. A marginal resection, maintaining the lower border of the mandible, was performed on teeth 46 to 31. The 
post-operative period was uneventful. The patient is undergoing routine follow-up and is currently free of disease.
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Introduction
Ameloblastomas are the most common benign neoplasm 
of odontogenic nature that directly affects the jaws. Des-
moplastic ameloblastoma (DA) was first reported by 
Eversole et al. (1) in 1984 and was recently included 
in the World Health Organization’s Classification of 
Head and Neck Tumors (WHO-2005). DA is a tumor 
with specific clinical, image, and histological features. 
In additional, DA is a rare form of tumor and has been 
described in 115 cases in English literature (2).
Radiographically, 50% of DA shows an image sugges-
ting a benign fibro-osseous lesion (2,3). Eventually, the 
clinical-radiographic features of DA may be ignored by 
surgeons and radiologists who more easily recognized 
the solid/multicystic variant of the ameloblastoma. Thus, 
to provide additional clinical-radiographic-histological 
data about DA, this article aims to describe a case of DA 
which occurred in the mandible of a 25 year-old man.
Case report
A 25-year–old man, with noncontributory cultural, social, 
and medical histories, was referred to the Department of 
Oral and Maxillofacial Surgery, Baleia Hospital/CEN-
TRARE in Belo Horizonte, Brazil, for evaluation and 
treatment of a tumor in the mandible region. The patient 
reported that the lesion had been present for five months. 
Through clinical examination, a swelling with asymme-
try in the right parasymphyseal area could be observed 
extraorally (Fig. 1A). No cervical lymph nodes were pal-
pable. However, a swelling of buccal gingiva and alveo-
lar mucosa from tooth 42 to the tooth 45 could be obser-
ved intraorally. The lesion presented a firm consistency, 
coated by normal color and texture of the mucosa, mea-
suring 35 x15 mm, which was painless and uneventful 
(Fig.1B). Teeth 41, 42, 43, 44, 45, and 47 were vital and 
immobile, but teeth 43 and 44 had been displaced. The 
panoramic and periapical radiographs revealed a poorly 
defined, mixed, radiolucent-radiopaque image, sugges-
ting a benign fibro-osseous lesion. The displacement of 
the roots of teeth 43 and 44 (Figs. 2 A and B) could also 
be observed. Cone bean computed tomography (CBCT) 
Fig. 1. A- Swelling produced an asymmetry in the right 
parasymphyseal area. B- Swelling of the buccal gingiva and 
alveolar mucosa from tooth 42 to tooth 45. The swelling is 
coated by a normal color and texture of the mucosa; teeth 43 
and 44 are also displaced.
Fig. 2. A- Panoramic radiograph showing a poorly defined, 
mixed, radiolucent-radiopaque image, which is comparable to 
a benign fibro-osseous lesion. The roots of teeth 43 and 44 are 
displaced. B- Periapical radiograph image suggests a benign 
fibro-osseous lesion C- Cone bean computed tomography (axial 
plane) showing a mixed hyperdense-hypodense image with buccal 
expansion in the right anterior premolar region. D- In the parasa-
gital plane, a buccal expansion with no involvement of the lower 
border of the mandible can be observed.
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tend to affect the anterior premolar region of the jaws, 
but no prevalence between the maxilla and the mandible 
has been reported (2,3). As reported in prior literature, 
the present case of DA was also found in a young man, 
located in the anterior premolar region of the mandible, 
presenting painless swelling, buccal expansion and tooth 
displacement with no root resorption (4-6). The DA di-
ffers from the solid/multicystic ameloblastomas, which 
are more prevalent in mandibular molar/ramus regions, 
with variable sizes of swelling; pain tends to be rare, but 
root resorption of adjacent teeth is common (7,8).
In the image exams, solid/multicystic ameloblastomas 
appeared mainly as a multilocular radiolucency, similar 
to a soap-bubble or a honeycomb, with relatively well–
defined borders (9,10). However, a well-defined radiolu-
cent lesion may occur in a similar manner to that repor-
ted by Reichart et al. (11), where 51% of the tumors were 
described as unilocular. Nevertheless, the DA frequently 
appears as a poorly defined, mixed, radiolucent-radio-
paque lesion mimicking a benign fibro-osseous lesion, 
especially when evaluating panoramic and periapical 
radiographs (2,7,12). Through the CBCT, however, it is 
possible to verify the tomographic limits of the DA. The 
present case report found images that are similar to other 
published cases of DA.
Histologically, solid/multicystic ameloblastomas con-
tain two main histopathologic patterns: follicular and 
plexiform. These patterns consist of proliferating, irre-
gularly shaped islands of the narrow cords of odonto-
genic epithelium embedded in a connective tissue stro-
ma. By contrast, DA has appeared as irregularly shaped 
odontogenic epithelial islands surrounded by a narrow 
zone of loose-structured connective tissue embedded in 
desmoplastic stroma (9,13).
The management of solid/multicystic ameloblastomas 
and DA has been controversial due to the high rate of 
recurrence, especially in conservative treatments (enu-
cleation and/or curettage) (14). A similar recurrence rate 
can be seen within the DA and solid/multicystic amelo-
blastomas (15). Sun et al. (2) (2009) identified a 15.9% 
rate of recurrence in DA cases treated by enucleation 
and/or curettage, with an average recurrence period of 
36.9 months. The majority of DA cases reported in the 
literature have been treated by resection, most likely due 
to ill-defined borders, thus suggesting an infiltration pro-
cess and an aggressive biological behavior, which has 
also been reported by some authors (3,15). In the present 
case report, the patient is currently showing no signs of 
recurrence.
The DA is considered a rare lesion, but information su-
ggests that it can be considered as a distinct lesion. It is 
important to remember that new case reports regarding 
DA are important in an attempt to better define conclu-
sions regarding its nature and biological behavior.
 
scans were applied to better determine the extension and 
surgical planning for the lesion. The CBCT showed a 
mixed hyperdense-hypodense image with buccal expan-
sion and the displacement of teeth 43 and 44 (Figs. 2C 
and D). Involvement of the lower border of the mandible 
(Fig. 2D) could not be observed. An incisional biopsy 
was performed and the DA was diagnosed (Figs. 3A and 
B). A segmental resection from teeth 46 to 31, maintai-
ning the lower border of the mandible, was performed 
under general anesthesia. The treatment was performed 
through the mouth, and a reconstruction plate (2.4 mm 
- Neortho System, Curitiba, Brazil) was used to mini-
mize the risk of fracture. The postoperative period was 
uneventful. The patient is currently undergoing routine 
follow-up with no signs of recurrence after 12 months.
Fig. 3. A- Epithelial island and strand surrounded by a desmoplastic 
stroma (Hematoxylin and eosin, 200X original magnification). B- The 
epithelial islands appeared in irregular shapes (Hematoxylin and 
eosin, 200X original magnification).
Discussion
DA is a rare tumor, which, according to an English lite-
rature review carried out by Sun et al. (2) in 2009, can 
be found in 115 cases. It is a tumor with specific cli-
nical, image, and histological features. The DA occurs 
more frequently in the 4th and 5th decades of life, and 
presents no predilection toward either gender. DA does 
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